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NEBRASKA MEDICAID 1115 SUBSTANCE USE DISORDER DEMONSTRATION

Part 1: Implementation of Strategies to Increase Utilization and Improve

Attachment A — Health IT Plan

Functionality of PDMP

Table 1: Strategies to Increase Utilization and Improve Functionality of Nebraska’s PDMP

Milestone Current State Future State Summary of Actions
Criteria Needed

Criterion 1: The Nebraska PDMP was established by Neb. Rev. | The Nebraska The Nebraska PDMP
Enhanced Stat. §§ 71-2454, 71-2455 and 71-2456, which PDMP team is team is developing
interstate data does not allow for Nebraska to participate in currently the infrastructure and
sharing in order interstate data sharing data to other states. developing the setting up agreements
to better track However, Nebraska does allow for prescribers or | infrastructure so that unidirectional
patient specific dispensers that have a treatment relationship needed for sharing can begin

prescription data

with a Nebraskan to request access to the
Nebraska PDMP.

The Nebraska Health Information Initiative
(NeHIl) includes a Health Information Exchange
(HIE), and the Nebraska PDMP is housed on this
platform. Nebraska has an enhanced
connectivity between the states PDMP and any
statewide, regional or local health information
exchange. If a prescriber is utilizing the HIE they
can query the PDMP directly from the HIE page
without the need to exit and research the
patient. Additionally, this functionality allows for
single sign-on access to EHRs

Through Nebraska's HIE, medication history
information is available to all payers, including
Medicaid. Medication history follows federal
rules, regulations, and law around viewing
patient information. Nebraska statute requires
the reporting of all dispensed prescriptions no
matter how they are paid for. Medication history
provided to payers does not include cash/self-pay
information for federal compliance.

unidirectional
(receiving) data
sharing at this
time. Preliminary
discussions with
Nebraska’s
contiguous states
are occurring to
prepare for
unidirectional
sharing.

State law currently
governs the
PDMP’s ability to
engage in
bidirectional
interstate data
sharing
agreements. Future
interstate data
sharing
arrangements will
require legislative
approval. In
January 2019, LB
556 was
introduced to
amend Neb. Rev.

within the next
calendar year.

For bidirectional
sharing, if current
proposed legislation
passes the Nebraska
PDMP team is
prepared to adjust in
order to be able to
ensure that
bidirectional sharing
with other states is
also setup within the
next calendar year.
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Milestone
Criteria

Current State

Future State

Summary of Actions
Needed

Stat. §§ 71-2454 to
allow for data
sharing with other
PDMP programs
along with entities
including State and
regional health
information
exchanges.

Criterion 2:
Enhanced “ease
of use” for
prescribers and
other state and
federal
stakeholders

State Statute requires all dispensed prescriptions
for controlled substances must be reported to
the PDMP. Beginning on January 1, 2017, all
dispensed controlled substances were required
to be reported daily. Additionally, beginning on
January 1, 2018, all prescription information must
be reported to the PDMP, also on a daily basis.
OnJanuary 1, 2018, Nebraska became the first
state to require reporting of all dispensed
prescription drugs to the PDMP.

To enhance the PDMP for use by prescribers, the
Nebraska PDMP has the Drug Safety Advisory
Group that includes key partners and stakeholder
involvement. During the development phase for
the database this group convened quarterly in
order to determine what enhancements will
increase the ease of use, increase PDMP
utilization, and decrease disruption to daily
workflow. Key partners and stakeholders for the
PDMP are the Division of Behavioral Health
(DBH), Nebraska Hospital Association (NHA),
Nebraska Medical Association (NMA), Nebraska
Pharmacists Association (NPA), the Nebraska
State Patrol, along with the Nebraska Medicaid
Program.

The Drug Safety
Advisory Group
continues to meet
quarterly to discuss
future
enhancements and
other ways to
increase the
utilization of the
system by medical
providers. The
upcoming
enhancements that
have been
requested are
interstate data
sharing and a
designee
management
system. See
criteria 1 for details
on interstate
sharing. The
purpose of the
designee
management
system is to help
streamline the
registration
process and to
ensure the
integrity of the
system.

The interstate sharing
system and designee
management systems
are slated to be
implemented within
the next calendar
year.

Nebraska Section 1115 SUD Demonstration — Attachment A Version 2

March 2019




Milestone Current State Future State Summary of Actions
Criteria Needed

Criterion 3: See Criteria 1 response See Criteria 1 See Criteria 1
Enhanced response. response.

connectivity
between the
state’s PDMP and
any statewide,
regional or local
health

information

exchange.

Criterion 4: In October 2017, DHHS released the Nebraska There are no No actions necessary.
Enhanced Pain Management Guidance Document, a anticipated actions

identification of
long-term opioid
use directly
correlated to
clinician
prescribing
patterns.

comprehensive opioid prescribing resource for
prescribers, to assist in meeting the program
objective of ensuring prescription drugs are used
for medically appropriate purposes. This
resource was created by a diverse task force
including practicing clinicians, medical directors,
psychiatrists, emergency department providers,
pain medicine specialists, anesthesiologists, and
public health professionals.

The goal of the document is to provide “real-
world tools and advice to practicing clinicians as
they seek to comply with national standards.”
The guidelines outlined in the document align
with the CDC Guidelines for Chronic Pain released
March 2016 and build off best practices as
identified through CDC guidance and similar
initiatives in other states.

The development of the prescriber’s patient
dashboard and its continual enhancements has
been central to improving PDMP workflow.
Within the functionality of this dashboard, users
are allowed to save patients to their physician or
prescriber profile, giving them access to easily
review their patients regularly. By having high
risk patients on a prescriber dashboard, they are
quickly aware of any alerts that are associated
with one of these patients. The alert types which
have been developed for this system are
centered on patient actions that could be
considered high risk, especially when risks are
combined. The current possible alerts are:

¢ overlapping dispensed opioids and
benzodiazepines alert;

needed by
Nebraska for
fulfillment of this
criteria.
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Milestone
Criteria

Current State

Future State

Summary of Actions
Needed

¢ multiple prescriber episodes (patients receiving
opioid prescriptions from more than one
prescriber and having them dispensed at more
than one pharmacy) alert;

e arisk score alert

Thus, this functionality takes multiple alerts
combined and brings the situation to the
attention of prescribers when patients are at
increased risk of an opioid related adverse event.
Depending on the situation, as risk thresholds
associated with the alert are met or passed, the
alert is given a color to give the prescriber
additional visual guidance as to the severity of
the current situation. When visiting that
patient’s profile, all of the alerts associated are
clear and color coded and can be expanded for
detailed information on the events taking place.
Within the alert, the prescriber is also given
direct links to pertinent sections of the Nebraska
Pain Management Guidance document, along
with direct links to the CDC's MME calculator, as
applicable.

Criterion 5:
Facilitate the
state’s ability to
properly match
patients
receiving opioid
prescriptions
with patients in
the PDMP

The PDMP patient dashboard includes patient
matching processes. Because of variations in how
names may be maintained in medical records for
different medical practices, the dashboard allows
patient histories to be combined into a single
profile instead of by each variation in patient
name, including nick names. When a prescriber
searches for a patient only the first 2 letters of
the last name and first letter of the first name are
required to begin a search. There are options for
a cross name search when a patient has, for
example, a first name that could be mistakenly
identified as a last name. These search features
allow for name or date of birth errors to be
accounted for. Upon search results, the
prescriber is given a selection of patient matches
and they are given a "pick list" selection of the
names they believe to be the same individual and
after confirmation they are able to combine
records for individual patients on their
dashboard. This search can then be saved and
added to the prescriber’s patient dashboard to
allow for a quick query for that patient in the
future.

There are no
anticipated actions
needed by
Nebraska for
fulfillment of this
criteria.

No actions necessary.
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Milestone Current State Future State Summary of Actions
Criteria Needed

Criterion 6: As a part of the DHHS July 2018-July 2019 There are no No actions necessary.
Develop Business Plan anticipated actions

enhanced http://dhhs.ne.gov/Documents/BusinessPlan.pdf | needed by

provider the following are deliverables in place for Nebraska for

workflow / Nebraska's PDMP program: Increase the number | fulfillment of this

business of new registered healthcare providers to 40% of | criteria.

processes to those licensed (met and exceeded by December

better support 2018), educate healthcare providers on Nebraska

clinicians in pain management guidance education, continue

accessing the
PDMP prior to
prescribing an
opioid or other
controlled
substance to
address the
issues which
follow.

training healthcare providers on access and use
of PDMP system in high burden areas and
statewide, and continue to convene Drug Safety
Advisory Group.

Criterion 7:
Develop
enhanced
supports for
clinician review
of the patients’
history of
controlled
substance
prescriptions
provided through
the PDMP—prior
to the issuance of
an opioid
prescription.

Once the user is reviewing the medication history
of their patient they have additional functionality
in how they view these medications. Due to the
volume of medications possible, there are filters
and sorting options in place. In Nebraska, options
include

¢ timeframes (3, 6, 9, 12 month periods);

¢ view controlled only;

e controlled/non-controlled separated; or all
dispensed medication together;

e sorting by date; and

¢ roll-up features by drug and strength to quickly
view overall medications dispensed to the
patient.

This control over information allows for the user
to easily review the patient’s historical use of
controlled substances before they choose to
prescribe.

There are no
anticipated actions
needed by
Nebraska for
fulfillment of this
criteria.

No actions necessary.

Criterion 8:
Enhance the
master patient
index (MPI) or
master data
management
service (MDMS)
in support of SUD
care delivery.

See Criteria 5 response

There are no
anticipated actions
needed by
Nebraska for
fulfillment of this
criteria.

No actions necessary.
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Milestone Current State Future State Summary of Actions
Criteria Needed

Criterion 9: See Criteria 1, 2, 4, 5 and 7 responses There are no No actions necessary.
Leverage the anticipated actions

above needed by

functionalities/ca
pabilities/suppor
ts (in concert
with any other
state health IT,
TA or workflow
effort) to
implement
effective controls
to minimize the
risk of
inappropriate
opioid
overprescribing
—and to ensure
that Medicaid
does not
inappropriately
pay for opioids.

Nebraska for
fulfillment of this
criteria.

Part 2: Attestation

Statement 1: Indicate whether the state has sufficient health IT infrastructure/”ecosystem’

at every appropriate level to achieve the goals of the demonstration.

)

Nebraska Medicaid is currently working with Deloitte Consulting LLP to build a more advanced data

warehouse and decision support system to be utilized at the State level, described in further detail in

Statement 2 below. Through its contracts with Medicaid health plans, Nebraska Medicaid is able to

leverage the MCOQO’s existing health IT infrastructure to the benefit of members and providers. This

existing infrastructure assists in meeting existing and future contract requirements, as detailed in this

application’s Implementation Plan, so that the demonstration goals can be met.

Nebraska Medicaid and its contracted MCOs have implemented several of the Health IT examples cited

by CMS.

In order to assure that Nebraska Medicaid members are accessing care needed for their treatment,

contracted MCOs utilize identity management tools. These tools are critical not only to assuring that

Medicaid is accessing real-time data for individuals when processing claims, it also assists in monitoring

an individual’s claim information to track trends in their care. These trends can assist in the

establishment of care management plans when a member’s health care needs change.
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In order to support adherence to and retention in treatment, all contracted MCQO’s have smartphone
apps which are made available to members in order to improve participation in their health care.
Capabilities of these apps may include: assistance in locating providers or urgent care centers, options to
contact their plan within the app, and checkup alerts. Specific to SUD treatment, one of the health plans
utilizes a “recovery app” with trigger alerts and a visual journal, along with a directory of phone numbers
to assist in locating an AA meeting near their current location. Through this app they can also add
friends, share meetings, and track their progress in recovery.

Nebraska recognizes the importance of provider connectivity to Health Information Systems in the
prevention of overdose deaths. As further described in Table 1, Nebraska’s PDMP is housed on
Nebraska’s Health information Exchange (HIE) and can be queried directly from the HIE. Nebraska’s
PDMP has 44.6% of licensed Nebraska prescribers and dispensers with addresses in Nebraska, Kansas,
Missouri, lowa, South Dakota, Wyoming, and Colorado registered to access and use the Nebraska PDMP
database. As of November 30, 2018, 100% of Nebraska licensed community pharmacies and mail-service
pharmacies are registered or reporting to the Nebraska PDMP.

Provider capacity for behavioral health services is a challenge in Nebraska due to the state’s rural
profile. One way that Nebraska Medicaid is addressing this is through the coverage of services provided
through telehealth. Nebraska Medicaid has been proactive in recognizing state-level telehealth barriers
and has worked to expand the availability and utilization of telehealth for physical and behavioral health
services. On January 1, 2017, Nebraska Medicaid implemented new telehealth regulations that
expanded Medicaid-covered telehealth services to include billing for telemonitoring and the originating
site fee. With this recent regulatory service expansion, Nebraska Medicaid believes that the state has
laid a policy foundation for increased utilization of telehealth services including tele-SUD.

As described further in Table 1, Nebraska’s PDMP includes tools for providers which are in place to assist
in the tracking of high risk individuals. Prescribers can receive alerts for what could be considered high
risk behavior, and links within the alert to clinical guidelines that correspond directly to a member’s
current risk level or need. This functionality can not only prevent the need for a higher level of care due
to the early detection of high risk behavior, but it can also be a tool for managing patients through their
SUD recovery.

Care management for all contracted health plans is centered on Whole Person Care. In order to meet all
of the care needs of members, MCOs utilize predictive modeling technology which can identify risk
levels for care management, and by accessing member data can develop individualized risk profiles and
identify trends. From there, members can be targeted for specific care management programs which are
appropriate for their health conditions and social circumstances. By fully identifying the risks and the
individual needs of each member, care management systems assist in the coordination of care through
each level of treatment, and can connect members with community resources.
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Statement 2: Indicate whether the state’s SUD Health IT Plan is “aligned with the state’s
broader State Medicaid Health IT Plan (SMHP) and if applicable, the state’s Behavioral
Health (BH) Health IT Plan”.

Nebraska Medicaid’s SUD Health IT Plan is aligned with the state’s broader State Medicaid Health IT
Plan.

Nebraska Medicaid is currently replacing its data warehouse and decision support system with an
updated data warehouse and business intelligence technology platform. Nebraska Medicaid contracted
with Deloitte Consulting LLP to implement their HealthInteractive solution. The DMA project, which
successfully began in February 2018, has been on schedule through 2018 and is scheduled for go-live in
June 2019.

A key component of the DMA project is the enhancement of the state’s encounter acceptance and
processing capabilities. Improvements to this process directly impact the implementation of the 1115
SUD waiver and the reporting required over the course of the demonstration. Based on the ongoing
discussions between Nebraska and CMS in regards to the state’s demonstration application, Nebraska
Medicaid believes the implementation calendar for the Healthinteractive solution closely aligns with the
timetable for CMS’s potential approval of the 1115 SUD demonstration. Therefore, Nebraska Medicaid
anticipates that the enhancements made to data collection and analysis through the implementation of
HealthInteractive will positively impact waiver implementation and monitoring from the beginning of
the demonstration. Furthermore, Nebraska Medicaid believes that future enhancements enabled by the
HealthInteractive platform will only further improve Nebraska’s ability to meet the milestones
established by CMS.

A specific enhancement that will directly impact the state’s SUD monitoring and policy development is
illustrated by refinements to the Medicaid pharmacy encounter process. Currently contracted Heritage
Health plans submit pharmacy encounter data based on Nebraska’s proprietary pharmacy encounter
format. The proprietary format is necessitated by the limitations of the state’s legacy MMIS system.
With the completion of the DMA project, Heritage Health plans will submit encounter data utilizing a
NCPDP standard transaction format. The NCPDP standard format will provide the Nebraska Medicaid
program with significantly more information about each pharmacy encounter than is currently captured
within the proprietary format.

Part 3: Advancing Interoperability using Health IT Standards

Statement 3: Indicate that the state will include appropriate standards reference in the ONC
Interoperability Standards Advisory (ISA) and 45 CFR 170 Subpart B in subsequent MCO
contract amendments or Medicaid funded MCO/Health Care Plan re-procurements.
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Nebraska Medicaid will include appropriate standards, as referenced in the ONC Interoperability
Standards Advisory (ISA) and 45 CFR 170 Subpart B, in subsequent MCO contract amendments and MCO
re-procurements.

Through contract requirements, implementation of the State’s Medicaid Health IT Plan?, continued
participation in other Nebraska health information initiatives, and shared learning with the parent
companies and other state affiliates of contracted MCOs, Nebraska Medicaid believes MCOs can achieve
implementation of applicable interoperability standards.

All currently contracted Nebraska Medicaid MCOs are participating in coordinated Admission, Discharge,
Transfer initiatives either in Nebraska or in other Medicaid markets in which the MCO’s parent company
operates. For example, the Office of the National Coordinator for Health Information Technology
recently highlighted state managed care Health IT initiatives which included references to the utilization
of ADT for behavioral health services by the Tennessee affiliate of one of Nebraska’s currently
contracted health plans.?

Parent companies of currently contracted Nebraska Medicaid MCOs have also operationalized other ISA
examples cited by CMS in its Attachment A template. For example, the Georgia affiliate of one of
Nebraska’s currently contracted health plans was instrumental in the eventual implementation of
Consolidated-Clinical Document Architecture (C-CDA) transactions by the Georgia Health Information
Network.

! State Medicaid Health Information Technology Plan:
http://dhhs.ne.gov/medicaid/Documents/State%20Medicaid%20Health%20Information%20Technology%20Plan.p
df

2 Office of the National Coordinator for Health Information Technology: “Tennessee Empowering MCO Providers:
Increasing Health IT Functionality Reducing Reporting Burden.” Page 12. Link available at:
https://www.healthit.gov/sites/default/files/2018-12/TennesseeEmpoweringMCOProviders.pdf
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A. GENERAL BACKGROUND INFORMATION
1. Demonstration Name and Time Period

The Nebraska Substance Use Disorder demonstration is a new 1115 waiver, approved for July 1, 2019
through June 30, 2024.

2. Demonstration Goals

The purpose of this SUD-focused demonstration program is to enable the State to provide a full
continuum of care for people struggling with addiction. While Nebraska has not experienced the type of
public health crisis afflicting other states as a result of prescription and illicit opioid abuse, the state is
still feeling the impact of the national epidemic. Drug overdoses were responsible for 128 deaths in
Nebraska in 2016, and of those, 35% involved an opioid.! Nebraskans, including those participating in
the Medicaid program, continue to struggle with a variety of substance use challenges including opioids.
The drug of choice identified by individuals admitted to Substance Abuse Treatment Centers (SATC) in
2016 include alcohol, meth, marijuana, opiates, and cocaine. The State believes the demonstration
program approved by CMS will allow the state to build on the recent delivery system reforms and DHHS-
wide SUD initiatives.

During the demonstration period, the state seeks to achieve the following goals:
1. Increased rates of identification, initiation, and engagement in treatment for SUD;
2. Increased adherence to and retention in treatment;
3. Reductions in overdose deaths, particularly those due to opioids;
4. Reduced utilization of emergency departments and inpatient hospital settings for treatment
where the utilization is preventable or medically inappropriate through improved access to other
continuum of care services;
5. Fewer readmissions to the same or higher level of care where the readmission is preventable or
medically inappropriate; and,
6. Improved access to care for physical health conditions among beneficiaries with SUD.

The State seeks to achieve these goals by improving access to evidence-based SUD treatment, and by
improving the quality of available SUD treatment. In particular, the demonstration aims to increase access
to IMD? stays, Medically Managed/Monitored Withdrawal services, and Medication Assisted Treatment for
beneficiaries with OUD.

1 DHHS Drug Overdose Facts Sheet for 2016. Pg. 1. Available at:
http://dhhs.ne.gov/DOP%20document%20library/Special%20Emphasis%20Report%20Prescription%20Drug%200verdose%202016.pdf

2|nstitution for Mental Diseases (IMD): The term “institution for mental diseases” means a hospital, nursing facility, or other institution of more
than 16 beds, that is primarily engaged in providing diagnosis, treatment, or care of persons with mental diseases, including medical attention,
nursing care, and related services.


http://dhhs.ne.gov/DOP%20document%20library/Special%20Emphasis%20Report%20Prescription%20Drug%20Overdose%202016.pdf

3. Description of the Demonstration

Nebraska Medicaid® currently offers a range of outpatient and inpatient SUD services, which will be
enhanced by the new services added by the demonstration (Table 1). Coverage of IMD stays >15 days
had been available previously under “in lieu of service” authority but was authorized under the waiver
authority beginning at the launch of the demonstration. The 1115 waiver and State Plan authority were
received simultaneously, allowing MLTC to communicate the change to providers and begin waiver-
authorized reimbursement immediately. The new service categories offered as part of the SUD waiver
demonstration are medically managed/monitored withdrawal management (MMW), and Medication-
assisted Treatment/opioid treatment Programs (MAT/OTP). DHHS has applied for State Plan authority
for MMW and MAT/OTP, and anticipates receiving approval in July 2020. While the approval is
expected to retroactively authorize billing as of Jan 1,2020, reimbursement will be rolled out in the
fourth quarter of 2020, due to the preparation required for implementation. Nebraska has low rates of
OUD compared to most states, and therefore has not previously developed the infrastructure for
comprehensive OUD treatment. Prior to the demonstration, neither MMW or MAT/OTP was widely
available in the state, and the few providers offering services did not participate in Medicaid. In order to
successfully increase access, DHHS needed to design requirements and rate structures that would be
viable for providers, and to support providers in developing capacity for new services. During the first
year of the demonstration, MLTC researched other states’ policies, and engaged stakeholders including
MCOs and current and prospective service providers. Preparations for rollout included development of:

e Service definitions

e Billing guidelines and fees

e |T updates to the billing system

e Updated regulations

e Provider enrollment and certification requirements

e Provider training materials

DHHS anticipates being ready to offer MMW and MAT/OTP services beginning Oct 1, 2020.

3 The Division of Medicaid and Long-term Care (MLTC) is the agency responsible for the administration of the Medicaid program in Nebraska. MLTC
is one of five divisions that make up the Nebraska Department of Health and Humans Services (DHHS).









4. Description of the population

Currently the Nebraska Medicaid Program provides health coverage to approximately 240,000
residents. In any given month, 10 to 12 percent of the state’s population is eligible for Medicaid. DHHS
anticipates an increase in the adult beneficiary population beginning Oct 1, 2020 due to Medicaid
Expansion. Over 98 percent of Medicaid enrollees are served through the state’s managed care delivery
system.

While Medicaid beneficiaries receiving long-term services and supports (LTSS) receive their physical
health, behavioral health, and pharmacy services through their managed care plan, their LTSS
benefits continue to be delivered through the legacy FFS system.

The target population for the demonstration is all Medicaid beneficiaries aged 19-64.

5. Nebraska context

State OUD context

In Nebraska, the prevalence of opioid-related death and hospitalization is lower than national rates but
has increased rapidly in recent years. Emergency department visits related to opioid overdoses were
80.8 per 100,000 people in 2017, up from 33.3 per 100,000 in 2007.% Inpatient stays similarly grew from
61.4 to 168.5 per 100,000 over the same time period.> Nebraska’s drug overdose death rate also
increased to 8.1 per 100,000 people in 2017, up from 3.6 per 100,000 in 2004.% In addition, Nebraska is
also experiencing an increase in newborns exhibiting drug withdrawal symptoms. Recent data from the
National Institute on Drug Abuse indicates that rates of NAS in Nebraska have not only increased, but
more than doubled in a span of only four years, from less than 1 case per 1,000 hospital births in 2010 to
2.1 cases per 1,000 hospital births in 2016.”

While Nebraska’s rates of SUD are lower than the US average, the frequency of needing but not
receiving SUD treatment is similar to the national rate, indicating that Nebraska residents with SUD are
underserved.? This gap can be attributed in part to a lack of available services. Results from the National
Survey of Substance Abuse Treatment Services (N-SSATS) indicated that compared to the US average,
Nebraska has fewer facilities providing services for detoxification and for MAT/OTP relative to the size of
the adult population® (Table 2).

5 HCUP Fast Stats. Healthcare Cost and Utilization Project (HCUP). December 2019. Agency for Healthcare Research and Quality, Rockville, MD.
www.hcup-us.ahrg.gov/faststats/opioid/opioiduse

6 National Institute on Drug Abuse, Nebraska Opioid Summary, May 2019. Retrieved from: https://www.drugabuse.gov/opioid-summaries-
by-state/nebraska-opioid-summary

7 HCUP Fast Stats. Healthcare Cost and Utilization Project (HCUP). December 2019. Agency for Healthcare Research and Quality, Rockville, MD.
Retrieved from: www.hcup-us.ahrg.gov/faststats/nas/nasquery

8 Substance Abuse and Mental Health Services Administration. (2019). Results from the 2018 National Survey on Drug Use and Health: Detailed
tables. Rockville, MD: Center for Behavioral Health Statistics and Quality, Substance Abuse and Mental Health Services Administration. Retrieved
from https://www.samhsa.gov/data/

9 Center for Behavioral Health Statistics and Quality, Substance Abuse and Mental Health Services Administration, National Survey of Substance
Abuse Treatment Services (N-SSATS), 2008-2018.


https://www.drugabuse.gov/opioid-summaries-by-state/nebraska-opioid-summary
https://www.drugabuse.gov/opioid-summaries-by-state/nebraska-opioid-summary
https://www.samhsa.gov/data/



https://www.samhsa.gov/data/data-we-collect/nssats-national-survey-substance-abuse-treatmentservices

History of IMD coverage

A critical element in realizing CMS’s goals for this demonstration is the ability for Nebraska Medicaid to
allow Medicaid-enrolled individuals requiring inpatient SUD treatment to be allowed to complete their
medically appropriate length of stay in facilities that meet the regulatory definition of an Institution for
Mental Diseases (IMD) as defined in Section 1905(i) of the Social Security Act.*®

OnJuly 5, 2016, CMS implemented the Medicaid and CHIP Managed Care Final Rule (Final Rule). 42
CFR 438.6(e) as established by the Final Rule stipulates that a state may make a capitation payment
to a managed care organization (MCO) for a Medicaid enrollee age 21-64 receiving inpatient
treatment in an IMD for a “short term” stay of no longer than 15 days during the period of the
monthly capitation payment.

Prior to the implementation of this provision, Nebraska was among several Medicaid managed care states
that included IMD stays (regardless of the length of stay) in rate development for capitation payments
utilizing CMS’s well established “in lieu of service” authority which allowed states to offer services not
covered by the State Plan provided those services met certain criteria including medical appropriateness
and cost effectiveness.

Implementing the limitations of the Final Rule had the potential to severely disrupt the treatment plans
of some of Nebraska Medicaid’s most medically and emotionally fragile adults. The Final Rule limitations
incentivize Medicaid health plans and providers to seek treatment for individuals with an SUD in less
appropriate and potentially costlier settings as those health plans and providers would anticipate that
reimbursement for Medicaid services in IMDs will end after 15 days. In Nebraska, this scenario would
almost certainly result in increased utilization of emergency departments as the state’s rural profile has
historically limited the availability of inpatient behavioral health facilities.

DHHS requested expenditure authority to continue to permit Medicaid MCOs to provide enrolled
beneficiaries the appropriate combination of services, in the most appropriate and cost-effective setting,
and for the medically appropriate duration without regard to:

1) The 15-day length of stay limit imposed by 42 CFR 438.6(e); and

2) Therequirement imposed by 42 CFR 438.6(e) that for purposes of capitation rate setting, that
utilization of the substitute services identified in that that section be priced by the state and its
contracted actuary at the cost of the same services delivered in state plan settings.

With the waiver approval on Jul 9, 2019, DHHS was granted expenditure authority under Section 1115
to claim as medical assistance the costs of services provided to eligible individuals ages 21-64 residing in
facilities meeting the regulatory definition of an IMD.

Upcoming Medicaid Expansion

The demonstration also builds on the state’s broad efforts to reform and update the Medicaid program.
On January 1, 2017, Nebraska Medicaid launched Heritage Health, a new managed care program that
integrates physical health, behavioral health, and pharmacy services into a single, statewide,

10 Section 1905(i) of the Social Security Act. Available at: https://www.ssa.gov/OP _Home/ssact/title19/1905.htm



http://www.ssa.gov/OP_Home/ssact/title19/1905.htm

comprehensive delivery system. The objectives of Heritage Health include:
¢ Improved health outcomes;
¢ Enhanced integration of services and quality of care;
¢ Emphasis on person-centered care, including enhanced preventive and care
management services;
¢ Reduced rates of costly and avoidable care; and
¢ Improved financially sustainable system.

Nebraska Medicaid contracts with three health plans for the administration of the Heritage Health

program: Nebraska Total Care (Centene), UnitedHealthCare Community Plan, and WellCare of Nebraska.

A driving force behind the creation of Heritage Health was the desire to improve care coordination and
simplify service delivery for Medicaid beneficiaries. Prior to the launch of Heritage Health, a beneficiary
struggling with substance use, physical health problems, and mental health conditions who also
required prescription drugs navigated three separate programs in order to receive the full array of
benefits and services the individual required. Through the integration of Medicaid services, Heritage
Health removes barriers to addressing all the health needs of each beneficiary with a streamlined,
person- centered approach. The SUD demonstration builds on these recent changes.
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Milestones

Access to Critical Levels of Care
for OUD and other SUDs

Table 3 Milestones for 1115 Demonstrations Addressing Opioids and Other Substances

Specifications and Proposed Timeframes

Coverage of a) outpatient, b) intensive outpatient services, ¢) medication- assisted
treatment (medications as well as counseling and other services with sufficient provider
capacity to meet needs of Medicaid beneficiaries in the state), d) intensive levels of care in
residential and inpatient settings, and e) medically supervised withdrawal management
Proposed Timeframe: Within 12 to 24 months of demonstration approval

Use of Evidence-based, SUD-
specific Patient Placement
Criteria

1. Implementation of requirement that providers assess treatment needs based on SUD-
specific, multi-dimensional assessment tools, e.g., the ASAM Criteria, or other patient
placement assessment tools that reflect evidence-based clinical treatment guidelines
Proposed Timeframe: Within 12 to 24 months of demonstration approval

2. Implementation of a utilization management approach such that a) beneficiaries have
access to SUD services at the appropriate level of care, b) interventions are appropriate for
the diagnosis and level of care, and c) there is an independent process for reviewing
placement in residential treatment settings.

Proposed Timeframe: Within 24 months of demonstration approval

Use of Nationally Recognized
SUD-specific Program Standards
to Set Provider Qualifications
for Residential Treatment
Facilities

1. Implementation of residential treatment provider qualifications in licensure
requirements, policy manuals, managed care contracts, or other guidance. Qualification
should meet program standards in the ASAM Criteria, or other nationally recognized,
evidence-based SUD-specific program standards regarding in particular the types of
services, hours of clinical care, and credentials of staff for residential treatment settings
Proposed Timeframe: Within 12 to 24 months of demonstration approval

2. Implementation of state process for reviewing residential treatment providers
to assure compliance with these standards
Proposed Timeframe: Within 24 months of demonstration approval

3. Requirement that residential treatment facilities offer MAT on site or facilitate
access off site
Proposed Timeframe: Within 12 to 24 months of demonstration approval

Sufficient Provider Capacity at
Critical Levels of Care
including for Medication
Assisted Treatment for OUD

Completion of assessment of the availability of providers enrolled in Medicaid and accepting
new patients in the critical levels of care throughout the state (or at least in participating
regions of the state) including those that offer MAT.

Expanded telehealth reporting requirements

Proposed Timeframe: Within 12 months of demonstration approval

Implementation of
Comprehensive Treatment and
Prevention Strategies to
Address Opioid Abuse and
ouD

1. Implementation of opioid prescribing guidelines along with other
interventions to prevent opioid abuse
Proposed Timeframe: Over the course of the demonstration

2. Expanded coverage of, and access to, naloxone for overdose reversal
Proposed Timeframe: Over the course of the demonstration

3. Implementation of strategies to increase utilization andimprove
functionality, of prescription drug monitoring programs
Proposed Timeframe: Over the course of the demonstration

Improved Care Coordination
and Transitions between
Levels of Care

Implementation of policies to ensure residential and inpatient facilities link beneficiaries,
especially those with OUD, with community-based services and supports following stays
in these facilities.

Proposed Timeframe: Within 12 to 24 months of demonstration approval
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B. EVALUATION QUESTIONS & HYPOTHESES
The objective of this SUD demonstration project is to improve the State of Nebraska’s ability to provide

a full continuum of care for people experiencing SUD by improving access to evidence-based SUD
treatment, and by improving the quality of available SUD treatment. By doing so, the State seeks to
maintain or reduce the cost of care for beneficiaries with SUD. Accordingly, the evaluation questions
are:

1. Did the demonstration increase access to health care for beneficiaries with SUD?
2. Did the demonstration improve the quality of SUD treatment?
3. Did the demonstration maintain or reduce total cost of care?

The driver diagrams below illustrate how the three program aims are to be achieved by demonstration
activities (secondary drivers). The six CMS-required demonstration goals are primary drivers of
increased Access and Quality. Each primary driver represents a testable hypothesis about the impact of
the demonstration activities leading to the aim. Table 4 specifies the measures that will be used to
assess each hypothesis.

The first aim, access, is targeted through expanded coverage and capacity for SUD treatment. These
activities align with CMS Milestones 1 and 4 (Fig. 1). Specifically, the state will add coverage for
medically monitored intensive inpatient withdrawal management for adults at ASAM level 3.7-WM,
include methadone as a covered form of MAT, and educate providers about the availability of coverage
for IMD stays >15 days. Furthermore, residential providers will be required to expand their treatment
methods by either offering MAT onsite or facilitating access to MAT off-site. The demonstration also
plans to introduce expanded reporting requirements to encourage the use of telehealth for SUD
treatment, and will add SUD-specific provider capacity reporting requirements for MCOs that include
the number of participating providers accepting new patients by level of care and those that offer MAT.
The evaluation hypothesis is that the expanded coverage will increase access to the specified services,
which will be reflected in increased utilization, and capacity building activities will increase the number
of people receiving any treatment, as well as the number of available providers and beds providing SUD
services. An additional hypothesis is that as beneficiaries increasingly receive appropriate SUD services,
they will also be more likely to access care for physical health conditions, reflected in increased
utilization of ambulatory and preventive care by beneficiaries with SUD.

The second aim, quality, is anticipated to improve as a result of the implementation of several waiver
components as well as the expanded coverage (Fig. 2). In order to accomplish Milestone 2, widespread
use of evidence-based, SUD-specific patient placement criteria, the demonstration will update MCO
contract language to include a requirement that assessment tools used when authorizing or reviewing
inpatient stays be based on evidence based clinical treatment guidelines. The demonstration also plans
to add SUD treatment specific requirements to the existing annual audit tool used to review all
contracted MCOs’ compliance with this new contract language. As part of the plan to achieve milestone
3, the demonstration plans to update MCO contract language to include a requirement that the MCOs
perform reviews of residential treatment providers to assure all standards regarding service type and
expectations, hours of care, and staffing requirements. These changes will be complemented by policy
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interventions associated with Milestone 5, which include Implementation of opioid prescribing
guidelines, expanded coverage of, and access to, naloxone for overdose reversal, and reforms to
prescription drug monitoring programs. In addition, new language will be added to MCO contracts
clarifying requirements for the inclusion of policies that link beneficiaries, especially those with OUD,
with community-based services and supports following inpatient stays in treatment facilities, including
specific timeframes for Care Management contact post discharge from an inpatient stay related to an
SUD, in alignment with Milestone 6.

The evaluation hypothesizes that as the demonstration promotes standardized assessment and
placement for patients, establishes qualifications for residential providers, and implements processes to
assure compliance with treatment standards, these activities in combination will improve the
appropriateness and continuity of care for SUD patients, reflected in higher rates of initiation and
engagement in treatment, and in greater adherence and retention in treatment, reflected in continuity
of MAT. The evaluation further hypothesizes that by promoting evidence-based assessment and
referral, the demonstration will support better matching of patients to appropriate treatment settings,
and hence improved quality will be reflected in lower rates of ED use and hospital readmission for
patients with SUD, and reduced rates of overdose mortality.

The third aim, cost maintenance, is an intended outcome of treating patients in the most appropriate
setting and improving follow-up (Fig.3). Improved continuity of care and rates of MAT engagement are
expected to enable more individuals to be stabilized in SUD treatment, and to be less frequently in crisis
and in need of acute care. As discussed above, improved access is anticipated to increase the utilization
of SUD services including IMD stays and outpatient services. It is hypothesized that any increase in
claims for treatment, and in longer IMD stays, that result from the demonstration will be balanced by
reductions in ED visits and hospital admissions for beneficiaries with SUD. Reduced cost may occur as a
result of reduced hospitalizations specifically for SUD, but may also include reduced need for care for
comorbid physical or behavioral health conditions that were poorly managed due to untreated SUD and
low engagement in primary care. Therefore, the evaluation will test the hypothesis that overall hospital
utilization will be reduced for beneficiaries with SUD, as well as the narrower hypothesis that admissions
and ED visits specifically for SUD will be reduced. Ultimately, total cost of care for beneficiaries with SUD
will be analyzed to test the hypothesis that the increased cost of SUD treatment is balanced by reduced
acute care utilization.
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Table 4 Evaluation Hypotheses and Measures

Hypothesis

Measure
Description

Measure

type/Steward

Numerator

Denominator

Data
Source

Analytic
Approach

Aim 1: Improve Access to health care for beneficiaries with SUD

Evaluation Question: Did the demonstration improve access to health care for
beneficiaries with SUD?

Demonstration goal/Primary Driver: Increase Access to evidence-based SUD treatment

Number of

Number of
beneficiaries

beneficiaries aged 19-64 with Total number of Descriptive
receiving any CMS-constructed agclaim for an beneficiaries aged | Claims statistics; ITS
SUD treatment services for Y 19-64 Regression
service SUD treatment
Number of
SO Number of
’k:lgrzgg(e:ira?ifes who \t/)vircl)elfjcs:(learles beneficiaries aged Descriptive
. . CMS-constructed - . 19-64 with a claim Claims statistics; ITS
use residential residential for residential Reqression
services for SUD services for services for SUD 9
SUD
Number of
Numb_e_r O.f beneficiaries _
Th beneficiaries who aged 19-64 with Total number of Descriptive
s . use withdrawal CMS-constructed ged beneficiaries aged | Claims statistics; ITS
demonstration management a_clalm for 19-64 with SUD Regression
will increase : withdrawal
services
access to management
evidence-based Number of Number of Total number of Descrintive
SUD treatment, beneficiaries who beneficiaries L . Crip .

] ) CMS-constructed . beneficiaries aged | Claims statistics; ITS
reflected in have a claim for aged 19-64 with 19-64 with SUD Regression
increased MAT for SUD a claim for MAT 9
utilization. Number of IMD

stays for Total number of Descriptive
IS\ItL;me;eorrosfllJl\gD CMS-constructed | beneficiaries beneficiaries aged | Claims statistics; ITS
4 aged 19-64 with | 19-64 with SUD Regression
SUD
Number of days gfulrl\r}lkl)Der of days Total number of Descriptive
of IMD treatment CMS-constructed treatment for beneficiaries aged | Claims statistics; ITS
for SUD SUD 19-64 with SUD Regression
Total number of
Average LOS of ?riﬁn?;rlrfzr ’s\lt:?sbgrm IMD Descriptive
g\ilJ%stays for CMS-constructed beneficiaries beneficiaries aged Claims th:tlfégssi;oers
aged 19-64 with | 19-64 with SUD 9
SUD
Number of
Number of providers Provider
providers enrolled enrolled in enroliment | Descriotive
in Medicaid and CMS-constructed Medicaid and - database: Statisti‘():s
qualified to deliver qualified to Claims ’
The SUD services deliver SUD
demonstration services
will increase Number of Number of
access to providers enrolled providers Provider
evidence-based H S enrolled in e
SUD treatment, mu'\a/:i?icézlgil(;j(?e?lg/er CMS-constructed Medicaid and -- g;trggrl:seer!t gt?tfsrtli tslve
reflected in (Ij/IAT for SUD qualified to Claims ’
increased . deliver MAT for
° services .
capacity. SUD services
Number of beds
N“”.‘be' O.f beds . - available in IMD .
available in IMD State-identified facilities _ MCO Descriptive
facilities providing | (DHHS) e reporting Statistics
; providing SUD
SUD services services
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Number of Number of
outpatient Survey question outpatient N-SSATS Descriptive
facilities offering (SAMHSA) facilities offering Statistics
detoxification detoxification
Number of Number of
facilities offering Survey question facilities offering N-SSATS Descriptive
opioid-specific (SAMHSA) opioid-specific Statistics
detoxification detoxification
Number of
facilities offering
Opioid Treatment | Survey question Opioid N-SSATS Descriptive
Programs (OTPs) | (SAMHSA) Treatment Statistics
Programs
(OTPs)
Outpatient Survey guestion ,:)lﬂ?;gtei};r?: Descriptive
g.(l:.lllalt'es offering (SAMHSA) facilities offering | Number of adult N-SSATS Statistics
S .
OTPs residents'!
Number of
Eeside?)tifal (?on- Survey question resicrj]ential gwn- Descriptive
ospital) facilities ospita N-SSATS o
offering OTPs (SAMHSA) facilities offering Statistics
OTPs
s Number of
Medication- facilities with
assisted opioid Survey question OTPs offerin Descriptive
therapy provided i~  oftering N-SSATS crp
at facilities with (SAMHSA) m_edlcat|o_n-_ Statistics
OTPs assisted opioid
therapy
Number of
Any type of facilities offering
medication Survey question any type of N-SSATS Descriptive
assisted therapy (SAMHSA) medication Statistics
(MAT) assisted therapy
(MAT)
Needing but not
receiving
treatment at a Survey question . 1 Descriptive
specialty facilty | (SAMHSA) Estimated rate - NSDUH | giatistics

for illicit drug/SUD
in the past year

Demonstration goal/Primary Driver: Increase Access to care for physical health conditions among

beneficiaries with SUD.

The
demonstration
will increase
access to care
for physical
health
conditions
among
beneficiaries
with SUD

The percentage
of Medicaid
beneficiaries with
SUD who had an
ambulatory or
preventive care
visit.

Quality measure
(HEDIS)

Number of
unique
beneficiaries
with SUD
diagnosis, and
specifically
those with OUD,
who have a
claim for an
ambulatory or
preventive care
visit in the past
12 months

Total number of
beneficiaries aged
19-64 with
SUD/OUD

Claims

Descriptive
statistics; ITS
Regression

11 N-SSATS measures will be used as reported (number of facilities) for comparison of demonstration years to baseline. For comparison to

national benchmarks, a ratio of facilities to the size of the adult population will be calculated.

12 The NSDUH reports estimated prevalence for each survey question. For detailed methodology, see Substance Abuse and Mental Health
Services Administration. (2019). Results from the 2018 National Survey on Drug Use and Health: Detailed tables. Rockville, MD: Center for

Behavioral Health Statistics and Quality, Substance Abuse and Mental Health Services Administration. Retrieved from

https://www.samhsa.gov/data/
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Aim 2: Improve Quality of Care for Beneficiaries with SUD

Evaluation Question: Did the demonstration improve the quality of SUD treatment?

Demonstration Goal/Primary Drivers: Improve rates of identification, initiation, engagement, adherence, and retention in

treatment for SUD

Percentage of

Beneficiaries with

Total number of

beneficiaries who a claim for beneficiaries Descriptive
initiated treatment Quality treatment within aged 19-64 with Claims statistics; ITS
The demonstration within 14 days of a measure 14 davs a new diagnosis Regression
. new SUD diagnosis | NCQA; NQF 4 of SUD
will Improve rates #0004-
of identification, Percentage of Medicaid
Ienr:“:“g;’e?ndin it;ﬁtri]aetfgijli:fast%vggt Adult Core Beneficiaries with | Total number of o
gag : , and who had two or | Set; Adjusted | two or more beneficiaries _ Descriptive
treatment for SUD ore additional HEDIS claims for SUD aged 19-64 with | Claims statistics; ITS
services for SUD measure treatment within a new diagnosis Regression
within 34 days of 34 days of SUD
the initiation visit.
The demonstration Qualit Beneficiaries who | Total number of
will improve rates Continuity of measgre have at least 180 beneficiaries Descriptive
of adherence to pharmacotherapy . days of aged 19-64 Claims statistics; ITS
USC; NQF
and retention in for OUD #317’5 continuous receiving MAT Regression
treatment for SUD treatment for OUD
The demonstration Number of ED visits Total number of Total number of Descriptive
will reduce ED use for SUD DHHS claims for ED beneficiaries Claims statistics; ITS
for SUD visits for SUD aged 19-64 Regression
Number of acute
inpatient stays
The demonstration among il;l]ur;t:)eer:tosft:cgte Descriptive
will reduce 30-Day CMS- beneficiaries with arﬁong y Claims statistiES' TS
readmissions for Readmission constructed SUD followed by beneficiaries Regression
SUD an acute -
o - with SUD
readmission within
30 days
The demonstration Total number of National
will reduce Rate of overdose overdose deaths; Total adult Center for Descrintive
overdose deaths, deaths, overall, and | CDC Total number of population of the Health statistigs
particularly those due to opioids deaths due to state Statistics ’

due to opioids

opioid overdose

Aim 3: Maintain or reduce costs

Evaluation Question: Did the demonstration maintain or reduce total cost of care?

Demonstration Goal/Primary Driver: Reduce inpatient hospitalization and ED use for SUD

The demonstration
will reduce
inpatient
hospitalization and
ED use for SUD

Number of
: : beneficiaries aged | Total number of Descriptive
Number of inpatient | CMS- 19-64 with a claim | beneficiaries Claims statistics; ITS
stays for SUD constructed . - ;
for an inpatient aged 19-64 Regression
stay for SUD
Number of days of Total number of
inpatient CMS- days of inpatient Total number of Descriptive
patent treatment for SUD | beneficiaries Claims statistics; ITS
hospitalization for constructed S ;
for beneficiaries aged 19-64 Regression
SuUD
aged 19-64
Total number of
Average LOS of days of inpatient Total number of Descriptive
inpatient CMS- treatment for SUD | beneficiaries Claims statistics; ITS
hospitalization for constructed for beneficiaries aged 19-64 Regression
SuUD
aged 19-64
Total number of
. claims for ED Total number of Descriptive
Number of ED visits | CMS- visits for SUD for beneficiaries Claims statistics; ITS
for SUD constructed L ;
beneficiaries aged | aged 19-64 Regression

19-64

Demonstration Goal/Primary Driver: Reduce inpatient hospitalization and ED use for beneficiaries with SUD
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Number of
beneficiaries aged

Total number of

Descriptive

Number of inpatient | CMS- 19-64 with a claim beneficiaries . Claims statistics; ITS
stays for any cause | constructed . : aged 19-64 with ;
for an inpatient Regression
SUD
stay for SUD
Total number of Total number of
The demonstration Number of days of CMS- days of inpatient beneficiaries Descriptive
. inpatient for any treatment for SUD . Claims statistics; ITS
will reduce constructed S aged 19-64 with A
. : cause for beneficiaries Regression
inpatient Sub
I aged 19-64
hospitalization and Total number of
ED use for Average LOS of davs of inpatient Total number of Descriptive
beneficiaries with inpatient CMS- y P beneficiaries . Crip .
P treatment for SUD . Claims statistics; ITS
SuD hospitalization for constructed s aged 19-64 with ;
any cause for beneficiaries SUD Regression
Y aged 19-64
Total number of
claims for ED Total number of Descriptive
Number of ED visits | CMS- L beneficiaries . R
visits for SUD for . Claims statistics; ITS
for any cause constructed L aged 19-64 with ;
beneficiaries aged Regression
SUD
19-64
Demonstration Goal/Primary Driver: Reduce or maintain total cost of care for beneficiaries with SUD
The demonstration ng\sﬂ f%?s;nof all Total number of Descrintive
will reduce or PMPM Cost for CMS- ) y beneficiaries : crp .
Rt SUD diagnosis for . Claims statistics; ITS
maintain total cost | SUD treatment constructed S aged 19-64 with ;
beneficiaries age Regression
of SUD-related care 19-64 SuD
The demonstration PMPM cost for Total nl_Jm_ber of Descriptive
will reduce or CMS- L beneficiaries ) L
maintain total cost PMPM Cost constructed beneflcu_arles age aged 19-64 with Claims statistics; ITS
19-64 with SUD Regression

of care

SuD
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C.METHODOLOGY

The evaluation will employ mixed methods to investigate the demonstration’s impact on access,
quality, and cost. For each of the three aims, quantitative analysis of claims and other reported
metrics will test the evaluation hypotheses described in Table 4. Additional insight into quality and
access will be derived from analysis of national survey data, and from qualitative sources including
key informant interviews.

1.Evaluation design
The primary approach for testing evaluation hypotheses will be an Interrupted Time Series

(ITS) analysis of claims and administrative data. ITS regression will be used to compare the trend in
each outcome during the 24-month pre-demonstration period to the period from demonstration
launch until the end of the demonstration. Unlike a simple pre-post design, ITS can analyze trends
over time in outcome variables. This will allow for greater sensitivity to changes in outcomes that
may have been increasing or decreasing at baseline. Additionally, stratification by region,
demographics, and other populations of interest will be used to investigate whether

disparities exist and if so whether they have been reduced. Subgroup analysis will be performed for
gender, race/ethnicity, pregnant women, beneficiaries dually eligible for Medicare, and presence

of a co-occurring mental health diagnosis.

Quality and access to SUD treatment will be investigated in more depth through semi-
structured interviews with providers and administrators. These interviews will provide a nuanced
picture of implementation successes and challenges, and perceived impact.

National survey data will be used to supplement these approaches. The National Survey of
Substance Abuse Treatment Services (N-SSATS) will be used to identify increases in the number of
facilities offering detoxification and MAT/OTP services. The ratio of facilities offering each service to
the size of the adult population will be used as a crude metric of system capacity for comparison to
the national ratio. The National Survey of Drug Use and Health (NSDUH) will be used to determine
whether the demonstration reduces the rate of needing but not receiving SUD services, which will
be compared to the national rate. While national benchmarks are an imperfect comparison, and
neither survey crosswalks these measure with Medicaid enroliment, these two datasets will provide
context for Nebraska’s results.

2.Target and Comparison Populations
The population studied will be adult Medicaid beneficiaries aged 19-64 who have an SUD diagnosis,

including those who become eligible as a result of the expansion of Nebraska’s

Heritage Health program. DHHS anticipates an increase of approximately twofold in the number of
adult beneficiaries beginning October 1, 2020 with the launch of the HHA expansion (Table

5). Current actuarial projections do not predict that the expansion population will differ significantly
in acuity or prevalence of SUD from the existing adult population. Because Nebraska Medicaid is
rarely the primary payer for beneficiaries aged >65, older adults are not specifically targeted by this
demonstration, and data for this population is expected to be incomplete. Similarly,

adolescents under age 19 will have access to services provided under the waive authority, but

are not specifically targeted, and will not be included in the evaluation analysis.
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Table 5 Evaluation Population Size

Estimated population size

Unique individuals per year

Total AduIt SUD Dx OUD Dx
Beneficiaries
Pre-demonstration 83 500 4,949 770
(Average 2018-19) ’ '
H *
Demonstration 175,349 10,392 1617

(Estimated)

Because all Medicaid beneficiaries are eligible for services under the waiver, no true comparison
population is available for this demonstration. Using the ITS approach, the comparison is of post-
waiver trends to pre-waiver trends. For additional context, comparisons of statewide outcomes to
national trends and other states will be made, but are not considered a true counterfactual, as other
states are different at baseline, and many also are implementing similar programs.

The analysis will employ a repeated cross-sectional approach, including all member months for a
given quarter. This will include all adult beneficiaries who were enrolled during the quarter,
regardless of duration. Individuals who have an SUD diagnosis or claim (as defined in CMS
guidance) in the previous 12 months will be included in the evaluation population. Two years of
claims data prior to the demonstration period will be used to identify individuals to be included in
the pre-demonstration period, in order to more accurately identify beneficiaries with an SUD
condition. Individuals who are identified as having received an SUD-related service through the
Division of Behavioral Health®® during the past 12 months will also be included.

3.Evaluation Period
The evaluation period will include 24 months prior to the launch of the demonstration as a

baseline. The formal launch date, July 9, 2019, marked the beginning of a ramp-up period

when waiver provisions were being disseminated and newly implemented. Coverage for IMD stays
>15 days was available immediately, but MMW and MAT/OTP coverage required extensive
preparation. Table 1 shows the dates when new services were first offered. Because MMW and
MAT/OTP services are expected to be offered beginning around Oct 1, 2020, the demonstration
should not be considered fully launched until that time. The evaluator will conduct sensitivity
analysis examining the demonstration years separately to detect a delay in the demonstration’s
impact. Heritage Health Expansion will launch October 1, 2020, beginning inclusion of the newly
eligible adult population. Sensitivity analysis will also consider the post-expansion period separately
as the influx of new beneficiaries, and broader changes to the system, may alter the impact of the
demonstration. The evaluation period will end at the close of the demonstration in June

2024, resulting in a 60-month post-intervention period.

13 DHHS is currently investigating the feasibility and legal authority to use data from DBH to improve the accuracy of identifying the target
population.
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Table 6 Overall timeframe and duration of the pre-intervention and post-intervention periods.

Evaluation period ‘Calendar Dates ‘Duration ‘
Pre-Intervention July 92017 - July 8 2019 24 months
Post Intervention July 9 2019-June 30 2024 60 months

4 Evaluation Measures
Measures that will be used for evaluation of Access, Quality, and Cost are summarized in Driver

Diagrams, and described in detail in Table 4, Evaluation Hypotheses and Measures.

Access will be assessed through two categories of measures: utilization and capacity. Utilization
measures will be drawn from claims for the specific SUD services listed. Capacity measures will be
drawn from the state’s provider enrollment database, and from MCO non-claims reporting, to
determine numbers of Medicaid-enrolled facilities providing SUD services. Additional measures
from SAMHSA surveys will be used to compare the state’s progress on access to national
benchmarks. The National Survey of Substance Abuse Treatment Services (N-SSATS) will be used to
investigate whether the state’s capacity for providing SUD treatment services increases during the
demonstration through the addition of new services at residential treatment facilities. The national
ratio of facilities to adult population size will serve as a benchmark. As shown in Table 2, compared
to the US at large, the state has fewer facilities offering detoxification and MAT/OTP services
relative to adult population size. This is a crude metric of system capacity, because number of
facilities does not take into account the capacity of those facilities, or the number of individuals
needing treatment. However, because Nebraska currently has so few facilities offering these
services, it is anticipated that the addition of Medicaid coverage will increase this number, which will
be reflected in a higher ratio of facilities to the size of the adult population. Another national
benchmark for comparison is the rate of needing but not receiving SUD treatment, as reported in
the National Survey on Drug Use and Health (NSDUH). In 2018, NE’s rate was similar to the US (2.51,
95%Cl 1.98 - 3.18 NE, vs 2.54, 95% Cl 2.42 - 2.66 US) despite lower SUD prevalence.'* If the
demonstration succeeds in increasing access to SUD treatment, the rate of needing but not
receiving is expected to decrease.

Quality will be assessed using standard SAMHSA measures of initiation and engagement in
treatment, retention in treatment, and continuity of treatment. All are derived from claims.
Downstream measures of quality (reflecting outcomes not avoided by treatment) are ED visits,
readmissions, and overdose deaths. Overdose deaths will be derived from CDC reports, as the state
does not track this information in sufficient detail. This will not allow the identification of Medicaid
beneficiaries so the rate will be for the state rather than the demonstration target population.

14 Substance Abuse and Mental Health Services Administration. (2019). Results from the 2018 National Survey on Drug Use and Health: Detailed
tables. Rockville, MD: Center for Behavioral Health Statistics and Quality, Substance Abuse and Mental Health Services Administration.
Retrieved from https://www.samhsa.gov/data/
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Three types of cost measures are included in Table 4; acute care (ED or inpatient hospital use) for
SUD by any beneficiary, acute care for any cause by a beneficiary with SUD, and total cost of care for
beneficiaries with SUD. Cost of acute care for SUD is hypothesized to decrease as a result of wider
access to and participation in SUD treatment. All beneficiaries are included in the denominator for
this measure. Because unmanaged SUD can worsen other conditions, leading ED visits or inpatient
admissions, cost of all acute care for beneficiaries with SUD will also be tracked to determine
whether stabilizing these individuals in treatment reduces these costs as well. Finally, total cost of
care for beneficiaries with SUD, including care for SUD and other causes, in all settings, will be
included to assess whether the costs of providing SUD treatment are balanced by reduced costs in
other services.

5.Data Sources

Secondary Data
The measures used for evaluation are listed in Table 4. Most are derived from claims and

administrative data and will be reported to CMS as part of the approved SUD waiver monitoring
protocol. National survey data from NSDUH and N-SSATS will be obtained from SAMHSA. Overdose
mortality data will be obtained from the CDC/National Center for Health Statistics.

Claims Data
MCO claims data is submitted at least weekly, and uploaded monthly to the state’s data warehouse.

Late or incomplete submissions have not been common, and have been resolved promptly, rarely
impacting the monthly upload.

The Nebraska Medicaid program is also in the development process for a new data warehouse and
business intelligence technology platform. Development for this Data Management and Analytics
(DMA) project began in February of 2018 and is scheduled for go-live in November 2020. For
example, currently contracted Heritage Health plans submit pharmacy encounter data based on
Nebraska’s proprietary pharmacy encounter format. The proprietary format is necessitated by the
limitations of the state’s legacy MMIS system. With the completion of the DMA project, Heritage
Health plans will submit encounter data utilizing a NCPDP standard transaction format. The NCPDP
standard format will provide the Nebraska Medicaid program with significantly more information
about each pharmacy encounter than is currently captured within the proprietary format. While the
changeover presents some risk, the state expects that the new DMA platform will have a positive
impact on this demonstration, allowing for more detailed data collection and reporting that
facilitates both implementation and evaluation.

Primary Data
Key Informant Interviews

Qualitative data will be gathered through document review and key informant interviews. Semi-
structured key informant interviews with lasting 30-45 minutes will be conducted by phone or
videoconference, with privacy protections in accordance with CMS guidelines. Interviews will be
recorded and transcribed. Interview guides will be developed by the IE in collaboration with DHHS
for providers, and for state administrators involved in implementation of the waiver demonstration.
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As appropriate, interviews will explore program implementation, and topics drawn from the Access
and Quality driver diagrams; examples are shown in Table 7.

Based on the unique count of NPI numbers with specialty 26 (psychiatry/mental health/substance
abuse) for providers billing Medicaid, excluding those who are not billing independently, Nebraska
had 506 SUD provider access points as of November 2019. An informative sample of providers will
be drawn from this pool, with attention to diversity in region, role, and facility type, e.g. residential
or outpatient. Two waves of interviews will be conducted, in order to explore changes over the
course of implementation (Table 8). Where possible, providers who participated in wave 1 will be
re-interviewed for wave 2. Where the original interviewee is not available, another provider from
the same facility will be interviewed if one is available; otherwise, the evaluator will seek to
interview another provider with the same specialty practicing in a similar institutional setting. For
administrators, the evaluator will seek to include the same roles — which may or not be the same
individuals — in wave 2 as in wave 1. Interviewees will be compensated for their participation with a
gift card.
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Table 7 Example Topics to be Included in Key Informant Interviews

Research Question

Demonstration Goals

Example topics

1.In what ways did (or did not)
the demonstration increase
access to health care for
beneficiaries with SUD?

Access to evidence-based
SUD treatment

Access to care for physical
health conditions

Perceived impact

of new rules on the ease of
placing patients in
appropriate settings
Perceived impact

of new rules on the
availability of a full
continuum of care for SUD,
including MAT services
Existing or planned growth
in capacity due to rule
changes or SUD IMD
demonstration authority.

2.In what ways did (or did not)
the demonstration improve the
quality of SUD treatment?

Identification, initiation, and
engagement in treatment
for SUD

Adherence to and retention
in treatment for SUD
Reduced ED visits and
readmissions

Reduced OD deaths

Perceived impact of new
rules on ease of engaging
and retaining beneficiaries
in treatment for SUD
Perceived impact of rule
revisions on discharge
planning in residential care
settings and service delivery
post-discharge

3.What changes might make
the demonstration more
effective in achieving program
goals of increased access and
improved quality?

Implementation challenges
and successes

Provider familiarity with
new rules for coverage
Perceived impact of rule
changes on administrative
burden

Suggestions for
improvements or course
corrections

Table 8 Key Informant Interviews
‘ Number of interviews ‘

Wave 1 (Demonstration year 2)
Providers 30-35
Administrators 8-12
Wave 2 (Demonstration year 4)
Providers 30-35
Administrators 8-12
Total 76-94
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MCO non-claims reporting

All MCOs receiving Nebraska Medicaid payments are required to submit templated reports including
non-claims data, quality measures, and qualitative information on required activities. New reporting
requirements will include ASAM critical levels of care including IMD stays MAT/OTP. MCOs will be
required to submit reports on an ad hoc basis throughout the demonstration.

During the demonstration period, all MCOs will be required to conduct an assessment of provider
capacity, and report the results to the state. Currently MCOs are required to report SUD/BH health
network capacity and access at a county level. Each MCO submits a standard set of required data
that includes number and average distance from providers by county, and by classification (urban,
rural, frontier). New requirements currently under development will mandate reporting of this
same information decomposed by critical (ASAM) level of care including MAT/OTP.

Provider Enrollment Database

All providers must be listed in the state’s provider enrollment database before MCOs can contract
with them for Medicaid-reimbursed services. The state’s list of Medicaid-enrolled providers is
updated at least weekly. The number of providers offering SUD treatment or specific services will be
obtained by linking claims data to the provider enrollment database.
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6.Analytic Methods

Descriptive statistics

The IE will use descriptive statistical methods to generate summary tables of population size and
characteristics, outcomes for the pre and post demonstration periods, and distribution of outcomes
by demographic characteristics and relevant subgroupings. Data will be analyzed using standard
tests as rates, proportions, frequencies, and measures of central tendency (e.g., mean, median,
mode). These tables will be used to develop a quantitative picture of the population, to describe raw
trends, and to identify characteristics that will be included as covariates in regression

modeling. Prior to performing regression analysis, the expansion and non-expansion populations
will be compared using t-tests to confirm that the two groups do not differ significantly in
demographic or clinical characteristics that would make the comparison to baseline inappropriate.
ANOVA/MANOVA tests will be used as a first pass comparison of mean outcomes for demonstration
years to pre-demonstration years. For metrics derived from NSDUH and N-SSATS survey data, results
for Nebraska will be compared to national results for each year based on the reported confidence
interval (NSDUH) or by calculating a ratio of number of facilities to adult population size (N-SSATS).

ITS regression modeling
The evaluation will use ITS analysis to test for different linear effects in the pre-demonstration and
post-demonstration periods. The function for an example outcome C is described in table 9 below.

Table 9 Interrupted Time Series function

C=pB0+ B1+*TIME + (2% POST + B3 * (TIME * POST) + Bi x COVAR + ¢

Variable Description \
TIME A count variable that starts with the first quarter pre-demonstration period data and
ends with the last quarter of post-demonstration period data.

POST An indicator variable that equals 1 if the month occurred on or after demonstration
start date.

COVAR A set of covariates, such as age, gender, race, dual Medicare-Medicaid enroliment,
and month.

The marginal effect and standard error for each term will be derived and reported. The average
marginal effect of the interaction term (B3*TIME*POST) represents the apparent difference
between the pre- and post-demonstration periods. Table 4 indicates the hypothesis for each
outcome.
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Qualitative analysis

Qualitative analysis will be used for key informant interview transcripts. The goal of the analysis is to
identify perceptions of providers and administrators regarding the ways the demonstration did or
did not achieve the program goals of increased access and improved quality. These perceptions will
be used in combination with quantitative analysis to understand demonstration impact, and also to
identify challenges or potential course corrections for consideration by the state.

The research questions to be addressed are:
1. In what ways did (or did not) the demonstration increase access to health care for
beneficiaries with SUD?
2. Inwhat ways did (or did not) the demonstration improve the quality of SUD treatment?
3. What changes might make the demonstration more effective in achieving program goals of
increased access and improved quality?

As shown in Table 7, interviews will address these questions by probing for perspectives on the
implementation and outcomes of the demonstration. Thematic analysis using a coding tree derived
from the access and quality driver diagrams will be used to excerpt transcripts. Additional themes
that arise during coding will be added to the analysis. Results of the research questions 1 and 2 will
be used to add context to the quantitative findings regarding access and quality. Results of research
guestion 3 will be reported as a distinct section, and will inform the Evaluation Report chapter on
Lessons Learned and Recommendations.

D. CHALLENGES AND METHODOLOGICAL LIMITATIONS

Lack of a true comparison group

The target population for the demonstration is Nebraska Medicaid beneficiaries with SUD. A
true comparison group for this demonstration would be an equivalent population of Medicaid
beneficiaries who are not offered the services provided through the waiver. Because all
beneficiaries with SUD are eligible for the demonstration, a true comparison group is not
available. Nebraska residents not eligible for Medicaid, and residents of other states, are
different in demographics and acuity, and will have access to a varied range of SUD services
depending on their coverage or uninsured status. The most rigorous method available is the
interrupted time series regression, which will compare trends during the demonstration period
to trends in the pre-intervention time period.

Expansion of Medicaid population

Beginning in Oct 2020, the expansion of Heritage Health is expected to grow the Nebraska
Medicaid adult population from approximately 64,000 individuals to approximately 117,000
during the first year, and 144,000 in the second year, with more gradual increases in following
years. If the prevalence of SUD stays unchanged, this is expected to increase the number of
individuals with SUD from approximately five thousand to over ten thousand unique individuals
per year. The large influx of individuals who were not eligible during the pre-demonstration
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period is a limitation to the interpretation of the ITS comparison. Current actuarial models
suggest that the expansion population is not significantly different from the non-expansion adult
population in acuity or key variables, which mitigates concerns about the differences between
the pre and post demonstration time periods. To further mitigate this limitation, the evaluator
will conduct the ITS modeling with and without the expansion population to determine whether
the result changes when they are included.

Sample size

The number of Nebraska Medicaid beneficiaries with SUD (See Table 5) is estimated at 10,392
unique individuals per year during the demonstration period, which may not be large enough to
conduct statistical analysis on all subgroups of interest. Moreover, evaluation measures are with
few exceptions collected for the full SUD population, but some may be most applicable to
individuals with OUD, which represents only 16% of the SUD population. The estimated 1617
individuals with OUD per year may not be enough to drive change for the full evaluation
population. For this reason, the evaluator will analyze the OUD subgroup separately as well, to
determine whether changes can be detected specifically among individuals with OUD. The small
size of the OUD sample may limit sensitivity and significance of the results.

Identification of beneficiaries with SUD

Individuals will be included in the evaluation if they have an SUD diagnosis or claim within the
previous 12 months, based on CMS guidelines. Individuals with an SUD that has not resulted in a
diagnosis or treatment will not be detected. Because some beneficiaries transition on and off
Medicaid, a full 12 months of claims may not be available for all individuals, and there is a risk
of missing individuals who have SUD due to incomplete data. This is especially true for
individuals newly eligible as a result of HHA expansion. This is likely to lead to an under-
identification of beneficiaries with an SUD, but is preferable to excluding individuals who lack 12
months of continuous data. In order to mitigate the under-identification, DHHS is investigating
the feasibility and legal authority to use data from the Division of Behavioral Health which could
identify newly enrolled individuals who received an SUD-related service in the past 12 months.

The failure to detect individuals who have SUD but are not identified due to incomplete

data has a similar effect as failure to detect individuals with undiagnosed SUD. Incomplete
identification will reduce the sample size, and could alter the characteristics of the population,
which should be considered in interpretation of the results.

Data availability

Overdose prevention is not a primary target of the demonstration, but the frequency of lethal
overdose may be reduced because of improved access to and quality of SUD treatment.
Overdose mortality was not tracked in Nebraska during the pre-demonstration period, so no
baseline is available in state data. Data from the CDC will be used to measure fatal overdose,
which will produce a rate for the state adult population as a whole, rather than specific to
Medicaid beneficiaries. For 2018, the CDC and NIDA reported a rate of 7.4 per 100,000 for all

30



overdoses, and 3.3 for opioid overdoses.'>*® Because the rate is low at baseline, and the
demonstration target population is only a portion of the population contributing to the state
rate, any impact of the demonstration on overdose rates among the target population may be
too small for the evaluation to detect.

15 National Center for Health Statistics, 2019. Retrieved from

https://www.cdc.gov/nchs/pressroom/sosmap/drug_poisoning mortality/drug poisoning.htm

16 NIDA. 2020, July 2. Nebraska: Opioid-Involved Deaths and Related Harms. Retrieved from https://www.drugabuse.gov/drug-
topics/opioids/opioid-summaries-by-state/nebraska-opioid-involved-deaths-related-harms on 2020, July 15
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ATTACHMENTS

A. Independent Evaluator

Procurement for an evaluation contractor to assist the State in executing its SUD demonstration
evaluation plan will be pursuant to the State of Nebraska procurement guidelines with resulting
agreement contingent upon approval from Nebraska’s Governor and Executive Council. The State
retains responsibility for monitoring the SUD delivery system, mid-point assessment of the program’s
effectiveness and overall demonstration performance. To mitigate any potential conflict of interest, the
evaluation contractor is responsible for:

¢ Secondary analysis of data collected for monitoring purposes;
¢ Benchmarking performance to national standards;

¢ Evaluating changes over time;

¢ Interpreting results; and

¢ Producing evaluation reports.

As part of the focused IMD evaluation, the evaluator is responsible for final measure selection,
identifying, if viable, other State systems that may serve as comparisons, conducting all data analysis,
measuring change overtime and developing sensitivity models as necessary to address study questions.

The State anticipates one procurement for all evaluation activities and the production of required CMS
reports. The successful bidder will demonstrate, at a minimum, the following qualifications:

¢ The extent to which the evaluator can meet State RFP minimum requirements;

¢ The extent to which the evaluator has sufficient capacity to conduct the proposed evaluation,
in terms of technical experience and the size/scale of the evaluation;

* The evaluator’s prior experience with similar evaluations;

* Past references; and

¢ Value, e.g., the assessment of an evaluator’s capacity to conduct the proposed evaluation with
their cost proposal, with consideration given to those that offer higher quality at a lower cost.

Consistent with the requirements of 42 CFR § 431.420, Nebraska DHHS will select and retain an
independent evaluator to complete the independent evaluation of the demonstration required under 42
CFR § 431.424. DHHS will utilize the State of Nebraska’s procurement process to contract with this
evaluator and promote an independent evaluation, through the general requirements for each state
contractor as well as project-specific standards. These include requirements for third-party contractors
to avoid conflicts of interest, adhere to the project’s designated scope of work, and maintain
professional independence from Department staff and others. Each bidding party will submit a proposal
to DHHS that attests to present satisfaction of these requirements, and DHHS Procurement staff and
MLTC will work with the evaluator to identify and address concerns that arise during the administration
of the contract. By requiring initial satisfaction of these standards by the contracting party in order to be
awarded the contract, as well as ongoing maintenance of the requirements during the term of service,
DHHS will be in a position to receive an objective evaluation report that is the product of a fair,
impartial, and conflict-free evaluation.
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B. Budget
Table B1 shows the total estimated cost for evaluation activities through the demonstration years and
two years beyond.

Table B1 Budget for Evaluation Activities

DY1 DY2 DY3 DY4 DY5 POST Y6 POST Y7

Evaluation Activity 7/1/2019- = 7/1/2020- = 7/1/2021- @ 7/1/2022- @ 7/1/2023- @ 7/1/2024- = 7/1/2025- Total
6/30/2020 | 6/30/2021 @ 6/30/2022 @ 6/30/2023 @ 6/30/2024 6/30/2025 6/30/2026

Project Management (e.g.
regular project meetings,

S0 $14,976 $19,968 $34,528 $19,968 $19,968 $19,968 $129,376
status updates and ad hoc
discussions)
Semi-Structured
Interviews
Data Collection and SO $18,678 $118,144 $8,424 $115,024 S0 S0 $260,270
Analysis
Quantitative Data
Collection, Cleaning and o $40,123 $53,498 $53,498 $53,498 $40,123 S0 $240,739
Analysis
LEs uatoniicpalt 30 30 30 $135,824  $21,029 30 30 $156,853
Generation
Summative Evaluation
Report Generation S0 S0 S0 S0 S0 S0 $204,464 $204,464
Total S0 $73,778 $191,610 $232,274 $209,518 $60,091 $224,432 | $991,702
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C. Timeline and Milestones

Table C1 Timeline and Milestones for Evaluation

Evaluation Report

DY1 DY2 DY3 DY4 DY5 POST Y6 POST Y7 ‘
Milestones Dates 7/1/2019- 7/1/2020- 7/1/2021- 7/1/2022- 7/1/2023- 7/1/2024- 7/1/2025-
6/30/2020 | 6/30/2021 | 6/30/2022 | 6/30/2023 | 6/30/2024 | 6/30/2025 | 6/30/2026
Evaluation Design 4/30/2020 X
Procurement of IE TBD X
. 10/1/2020- X X X X
Data Collection 6/30/2024 (runout)
Analysis Ongoing X X X X X X
7/1/2021- X
KIl Wave 1 12/30/2021
Interim Evaluation X
Report 6/30/2023
7/1/2021- X
KIl Wave 2 12/30/2021
Summative 1/30/2026 X
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